N ecrotizing fasciitis is a rapidly evolving, potentially fatal infection that is commonly polymicrobial. Typically comprised of Group A Streptococcus, Staphylococcus aureus and Escherichia coli, it is one of the few medical emergencies that require aggressive surgical treatment (1) .
Annually, the Centers for Disease Control and Prevention (Georgia, USA) estimates 1500 new cases within the United Sates and, given that this infection may carry a variety of names (Fournier's gangrene, necrotizing cellulitis, hemolytic streptococcal gangrene, phagendena, hospital gangrene, etc), this figure is most likely an underestimate (2, 3) . Inciting events may range from previous abdominal surgery to minor trauma, and nearly 20% of cases have no clear site of entry (4) . Symptoms on clinical presentation may also vary, from fever and cellulitis to palpable crepitus and bullae (5) .
Radiographic images may identify subcutaneous gas and fine needle aspiration may also yield a positive Gram stain or frank pus. Timely diagnosis and treatment are paramount for favourable outcomes. Current treatment algorithms include broad spectrum antibiotic coverage in addition to early, aggressive surgical debridement.
While early treatment is mandatory, it is associated with significant morbidity. Aggressive debridement will leave a patient with substantial tissue loss and complex wounds. When the patient survives an upper limb infection, he/she will require complex flap coverage and sometimes prosthetics or hand transplantation for partial or complete limb loss.
We describe a case of suspected necrotizing fasciitis that was treated only with minimal surgery because of mild systemic symptoms. It is important to consider the complete clinical picture before aggressive surgical treatment.
Case presentation
A 48 year-old man presented with 12 h of increased erythema, swelling and blistering of his left upper extremity. His medical history was positive for traumatic brain injury, but otherwise negative for any systemic diseases such as diabetes or blood dyscrasia. Approximately two weeks before presentation, the patient, an employee of a local nursing home, developed a red pruritic rash and was seen by a local dermatologist. At that time, an ectoparasitic preparation was negative but the patient was diagnosed with scabies and treated with 5% permetherine cream from the neck down. Initially, five days of this treatment improved his symptoms; however, the swelling began to increase in his left upper extremity with increasing erythema and eventual blistering, which prompted the patient to present to the emergency department. On arrival, the patient denied any fevers or chills, and complained only of pruritus and some numbness in the left hand.
A physical examination was positive for significant edema and erythema descending from the mid-humerus to the finger tips. Additionally, multiple bullae were present from the antecubital fossa to the wrist, swelling proximal to the hand, blanching erythema throughout his forearm, decreased sensation in digits one, two and three, as well as crepitus ( Figure 1 ). Radiographic studies of the affected extremity while in the emergency department demonstrated subcutaneous gas ( Figure 2 ). Laboratory analysis was significant for a white blood cell count of nearly 18×10 9 /L. Broad spectrum antibiotics were started in addition to a prompt dermatological consult. The patient was then taken emergently to the operating room with the presumptive diagnosis of necrotizing fasciitis. Necrotizing fasciitis is a rapidly evolving, potentially fatal infection. Current recommendations advocate antibiotic administration and early aggressive surgical debridement. Aggressive surgery is associated with significant morbidity, leaving patients with substantial tissue loss and complex wounds. A case of suspected necrotizing fasciitis treated with minimal surgery is described. A previously healthy 48-year-old man presented with increased erythema, swelling and blistering of his left upper extremity. Despite a benign systemic clinical presentation, the hand and forearm were suspicious for necrotizing fasciitis, prompting surgical treatment. Surgical exploration found a significant amount of intradermal and subdermal clear fluid. It was decided to limit the amount of debridement. The diagnosis was Wells syndrome, eosinophilic cellulitis. Treated with steroids, the wounds healed uneventfully. It is important to consider the complete clinical picture before aggressive surgical treatment. A negative history for diabetes, atypical clinical presentation and benign operative findings are suggestive of a more benign diagnosis. In the holding area before surgery, the patient was examined again. Although the arm examination had not changed, the patient was comfortable, in no pain, had no fever, or other signs and symptoms of systemic illness.
In the operating room, a longitudinal incision over the medial and anteromedial arm was performed followed by a careful dissection. A significant amount of intradermal and subdermal clear fluid was present. The dissected tissue did not have the appearance of necrotizing fasciitis. At that time, it was decided to investigate another area of tissue on the affected forearm that had multiple bullae present. Exploration of this area yielded similar results. At this time, a carpal tunnel release was performed and was notable for significant synovial swelling. Throughout the procedure, multiple cultures were obtained in addition to fascia and skin biopsies. After extensive antibiotic irrigation and, in light of the 'benign' clinical and surgical findings, it was decided to not pursue further surgical exploration and debridement. The wounds were closed over a drain, followed by application of a dressing and splint.
Surgical pathology of intraoperative biopsies showed scant acute inflammatory infiltrate with a predominance of eosinophils, and all cultures were negative for bacterial growth. The differential diagnosis following surgery included bullous scabies, contact dermatitis, arthropod assault and Wells syndrome, which ultimately became the final diagnosis. Wells syndrome is a rare form of eosinophilic cellulitis. Diagnosis is made on the basis of lesional morphological features, peripheral eosinophilia and cutaneous histopathological features (6) . The patient was started on oral prednisone and discharged to a transitional care facility on postoperative day 7. The wounds healed uneventfully and no further treatment was necessary.
DisCussion
The many cases of necrotizing fasciitis published in the literature have served to establish the importance of a low threshold for aggressive surgical treatment for this condition (3, 7) . Nevertheless, due to the significance of aggressive excision, it is important to tailor the surgery to the clinical and operative findings. The present report describes a case of suspected necrotizing fasciitis that was treated with minimal surgery because the diagnosis was not substantiated, yielding a good result.
Previous studies have emphasized the importance of background disease in the prognosis of necrotizing fasciitis. In a study by Malik et al (8) , the most important prognostic factor was the presence of diabetes, which was present in 8.82% of the 73 patients reviewed; similar results were found by Dworkin et al (9) . In the presence of lack of background disease combined with a benign clinical presentation (ie, no fever, pain, etc.) some degree of caution should be entertained.
Schulz and Strauch (10) described a case of factitious necrotizing fasciitis. Similar to our patient, she presented with a benign general clinical examination and no evidence of infection was found during explorative surgery. Again, this was similar to our case, as were the negative Gram stains sent during the procedure.
In conclusion, although rare, there are presentations that are similar to necrotizing fasciitis and are relatively benign. Caution with surgical debridement should be used when presented with a benign general clinical presentation and no intraoperative evidence of infection. 
